THE perineal body plays no part in the support of the viscera, nor does its rupture facilitate prolapse. This opinion depends on its thinness, the occasional occurrence of its central rupture, and its frequent absence in multiparm (previous rupture), but more especially because its complete rupture is frequently not followed by prolapse. Yet the perineal body exercises a far-reaching influence during childbirth, which is neither necessary nor good. That it is not necessary is shown by the occurrence of normal labour in its absence (previous rupture); that it is not good is the task I have undertaken to show.
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The fcetal head passes through the pelvic cavity flexed and is born by extension. In its descent through the outlet of the pelvis, the pelvic floor becomes transformed into a broad gutter-like declivity, at the lower end of which the posterior commissure of the pubo-rectalis muscle is found. This muscle arises from the pubes and passes backwards by the side of the vagina, perineal body and anal canal, and encircles the gut in the perineal flexure. It is not displaced by labour as much as one would think; at the acme of birth its posterior commissure is at least 5 in. from the fourchette. The dilatation of the anus (1 to I' in.),-and the increase in length of the base of the perineal body (3 in. or more), shows how much the tissues below the pelvic floor stretch. The distance from the lower margin of the pubo-rectalis to the posterior margin of the anus makes up the 5 in. The recognition of the position of this muscle posteriorly, so far from the vulva, is necessary to realize the part played by the perineal body in the continued extension of the head during labour.
The tension of these thinned out perineal tissues determing the more forward projection of the anterior segment of the head, the head being ovoid in shape. Owing to the stretching of the perineal tissues, the plane of the vulvar aperture becomes extremely oblique and approaches the coronal plane. But the plane of the pelvic floor aperture is not nearly so oblique; it is not far removed from the horizontal plane; the location of its posterior commissure above and behind the anus demonstrates this. The posterior extremities of these two planes are considerably distant from one another, but their anterior extremities are close together. Since these apertures, although superimposed, are not in planes parallel to each other, it follows that an ovoid body passing through them at the same time must, whilst it is passing through one with its long axis perpendicular to the plane of that aperture, pass obliquely through the other. As the head reaches the sphincter muscle of the pelvis (pubo-rectalis) it begins to pass through it with its long axis at right angles to the plane of the aperture. When, however, its anterior extremity has extended beyond this aperture it impinges upon the perineal body. The resistance of this determines the continuance of its extension (primiparae). The, deflection of the advancing pole of the head is easily accomplished on account of its length. So that, if the head enters the vulvar aperture, now much displaced, with its long axis at right angles, the head must have changed its course, and its long axis can no longer be passing at right angles through the plane of the aperture of the pubo-rectalis. Thus this muscle, instead of embracing a circle of the foetal head, finds itself applied to an ellipse, the circumference of which is greater than that of a circle. Therefore the muscle is subjected to an increased stretching.
If, however, the vulvar aperture is destroyed by a laceration, the movement forwards of the anterior extremity of the head does not occur; an oblique diameter does not occupy the pelvic floor aperture, and this, therefore, escapes a greater distension.
That the perineal body may in this way bring about changes which result in prolapse is shown by the occurrence of prolapse with the perineum untorn, but so stretched that it is evident it has played this part during childbirth. On the other hand, complete rupture of the perineal body is often seen with no prolapse. It is evident that a perineal tear, by allowing birth with the least possible distension of the mnuscle, may undoubtedly in many cases prevent an injury which predisposes to prolapse; but as a factor to this end it is to be regarded in the same light as the size of the foetal head.
If these perineal tears are prevented during childbirth by opposing the advance of the head or directly supporting the perineum, no good other than a preservation of its tissues is effected, but much harm may be done to the actual pelvic floor. Indeed, an early perineal tear, beginning at the fourchette, is often a blessing in disguise. Perineal tears, when they do not involve the sphincter ani, are trifling injuries, and sh6uld be treated in the same way as other superficial wounds. The only reasons for suturing them is to check heemofrhage and prevent infection (of the wound and of the vagina). When the tear is complete the gutwall must of course be repaired; but from the point of view of subsequent visceral support, suture is unnecessary, for we know that prolapse frequently does not occur even when the rupture is complete. This is explained by the fact that the main mass of the pelvic floor musculature passes behind the anal canal and remains intact in spite of such a tear. Its activity is thus continued even when the vagina and gut open into an artificial cloaca.
The continued extension of the head can be prevented by adopting the method introduced by Toff. When the head appears at the vulva, two fingers are placed between it and the pubes, and traction exerted backwards; simultaneously the head may be pressed downwards and forwards from above the anus. This method not only preserves the perineal tissues from being torn, but it also prevents an injurious distension of the muscle above it. In practice it is easy to carry out, considerably shortens labour, and is a real help to the patient.
DISCUSSION.
Dr. GRIFFITH expressed his opinion that Dr. Paramore was running his hobby, of the importance of the musculature of the pelvis as against all other structures, too far. To say that the perineum was of no importance as a factor in the support of the pelvic viscera was not altogether supported by evidence. Rupture of the perineum and sphincter might be complete without prolapse, and yet all operators had met with fortunate cases where the thorough repair of such a laceration occasionally alone led to a complete cure of a considerable prolapse, although, as everyone knows, it very frequently failed. The value of the perineum as one of the factors in determining rotation of a descending part of a foetus, whether head, breach, or shoulders, was undoubted. Where the perineum was extremely tough and undilatable, and the cause of delayed delivery, he advocated median incision rather than the use of the forceps.
Dr. MACNAUGHTON-JONES said that the conclusions drawn by Dr. Paramore would lead to a reversal of all previous obstetrical teaching. He himself had taught students that the perineum played an important role in the delivery of the faetal head, as a point of resistance in favouring its delivery in the long axis of the outlet. While not following Dr. Paramore through his various differentiations of the action of the pelvis muscles, and acknowledging the logical conclusions which he drew from his view of these, he (Dr. Macnaughton-Jones) would be sorry to think that it would go out from that Section that there should be any divergence from the obstetrical rule of at once closing a perineal laceration, quite independently of any septic risk, or, as Dr. Paramore had said, any cosmetic effect. Dr. Paramore would acknowledge that rectocele and vesicocele constantly occurred with what Howard Kelly called "relaxed vaginal outlet," where there was no apparent laceration, but in which the perineum was weakened. The same lesions occurred from laceration. He had just seen a patient in whom there was both a severe rectocele and cystocele, with laceration of the sphincter, but no uterine prolapse or retroversion. Many years since Goodell had taught that the old method of " supporting the perineum " was most dangerous, inasmuch as it tended, by pressure on the devitalized tissue, to cause rupture. He advocated " relaxation of the perineum with the thumb acting on the head in the vagina, and the forefinger inserted into the rectum drawing the perineum forward."
Dr. AMAND ROUTH thought that scientific observers should be slow to form the opinion that any part of the human frame was without its uses. Till myxcedema was understood the use of the thyroid gland was not known. They were beginning to know something of the uses of the thymus gland, and in a recent paper Mr. Keetley had advocated the transplantation of a diseased appendix rather than its removal, with the idea, amongst other considerations, of preventing that senility which removal of the appendix was said to induce. There can be no -possibility of doubt that the perineal body served many useful purposes. It gave support to the anterior wall of the rectum and the posterior wall of the vagina, and indirectly to the anterior wall of that passage. Its integrity was essential to the preservation of the tone of the vaginal and vulvar outlet. In labour the yielding elastic tissues of the perineal body enabled the vulvar outlet to become distended without laceration. What would happen in labour if the vulva and vagina had not a perineal body posteriorly? Supposing the circumference of the vaginal outlet to be the same size as now, and its anterolateral structures and their relations the same, the recto-vaginal septum would still be the part most influenced by the pressure of the advancing head, and, being unable to yield to any appreciable extent, it would inevitably tear, and in most cases the tear would extend into the rectum. The presence of the perineal body tends to prevent this accident. The method advocated by the author in occipito-anterior positions of vertex presentations, viz., of inserting two fingers between the occiput and the pubic arch, was an excellent one, but not for the reasons given by the author. It was not because the procedure tended to induce flexion, as the author said, but because it brought the occiput lower down, and permitted the suboccipital region of the head or even the neck of the child to be applied to the back of the pubic arch, thus greatly facilitating extension, and lessening the engaging diameter of the head. He hoped that Dr. Paramore would not allow his theories to prevent him in his practice from doing all he could to preserve the integrity of the perineal body.
Mr. HEY GROVES strongly dissented from the author's main contentions. The perineal body served as an important tie between the levatores ani muscles, each of which separately formed a sling running from the pubes to the coccyx round the rectum and vagina. If the perineum was ruptured each levator muscle tended to fall like a curtain against the pelvic wall, and this predisposed to a descent of the pelvic viscera. The efficiency of the pelvic floor as a visceral support depends, not only on the strength of the levatores ani, but upon the union between the muscles of the two sides. It was a consideration of this factor which led Mr. Hey Groves to devise the operation described by him before the Obstetrical Society, four years ago, for the cure of vaginal cystocele. This consisted in the union of the levatores ani muscles between the bladder and vagina. Later experience had not only shown the efficiency of this operation, but had led to the same principle being extended to other conditions of prolapse associated with a ruptured or stretched perineum. That is to say, every such case was treated not simply by repair of the perineum but by a deliberate exposure of the adjacent edges of the levatores ani muscles, which were sewn together between the anus and vulva. The fact that the perineum is sometimes torn right into the rectum without prolapse resulting merely represents an exception to the rule illustrated by the vast majority of cases where prolapse follows perineal rupture. The pelvic viscera are kept in place by several factors, and whilst undoubtedly the levatores ani are the most important of these, the perineum is hardly less so, serving as it does to tie the levator muscles together and so increase their efficiency.
Dr. R. HI. PARAMORE, in reply, said he felt sure that when clinicians commenced to investigate the pelvic floor musculature, and to examine it in the living body, they would abandon the views hitherto held as regards the visceral support and the question of prolapse. If the perineal body was of the importance that Dr. Griffith and other speakers had imputed to it, these gentlemen must show cause why prolapse did not always result when complete rupture occurred. It was evident that some other reason must be looked for to explain the good results (in some cases) of perineorrhaphy in prolapse. That reason was to be found in the fact that during the surgical treatment and the process of repair, other factors had come into play. The patient had been put to bed. The pressure within the abdomen had thereby been markedly diminished, and the force with which the viscera had been previously thrust down on the pelvic floor had been correspondingly lessened. Dr. Griffith had stated that the resistance of the pelvic floor caused the foetal head to rotate during childbirth. Dr. Paramore said that he had given considerable thought to this question of internal rotation, and denied that the resistance of the pelvic floor caused a rotatory movement to the head during childbirth, an F-16b opinion in which he was supported by no less an authority than Bumm1; and said that the resistance of the soft parts could only cause projection forwardsthat is, extension-but this movement was not rotation. This, however, was a question that needed more detailed inquiry. Mr. Hey Groves had stated the perineal body was important because he believed that the levator ani muscle on one side was attached to the levator ani of the other side by means of the perineal body, without which connexion both muscles were useless. It was, indeed, true that the pre-rectal fibres of one side joined those of the other in the perineal body. These fibres, however, were inconspicuous; they could not be felt by palpation. He (Dr. R. H. Paramore) felt the method of preventing extension of the head during childbirth was of the greatest possible value, and he hoped members of the Section would give it a trial. If they did so, not only would they preserve the perineal body; but they would prevent an increased stretching and possible injury of the pubo-rectalis muscle, a structure which was all-important from the point of view of the future welfare of the patient and her visceral position.
